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The speculum is removed and reinserted to expose in turn the three main pile masses.
Morphia is not given post-operatively and pethidine is only occasionally required; for discomfort compound aspirin and codeine tablets are all that is needed routinely. Early bowel movement is encouraged; the passage of a normal stool is the best dilator of the anal canal. The wounds usually heal within three to five weeks; sphincter spasm is minimal. The anal canal returns to a supple state remarkably quickly; there is little induration in the healing period. An anal dilator is not used.
The chief objection to the method is that it takes longer than standard techniques-an average case will take half an hour; it is also more difficult. It has been suggested that the mucosa is more redundant after this procedure and that recurrences will ensue. The mucosa of the upper anal canal is certainly fuller than after other operations, but I have not yet had a patient return with a recurrence in 300 cases. We are still in the process of modifying the operation in order to make it simpler and quicker to perform. Three hours before operation, the patient is asked to attempt a bowel evacuation. He then receives a second enema. Two hours before operation, the patient is given pre-anesthetic sedation consisting of a barbiturate, followed by morphine sulfate with scopolamine or atropine one hour later. Immediately before surgery, a skin antiseptic is applied and a long-lasting oil soluble anesthetic is injected perianally. It relieves muscle spasm-a principal cause of postoperative pain and urinary retention [3] .
Post-operative Care
Post-operative care begins with the application of oxidized cellulose to the surgical wounds. It is an easily applied dressing and helps to control capillary oozing. Over this dressing pads are placed and covered by a tight pressure dressing applied by strapping the buttocks together with adhesive tape; a T-binder is tightly applied. Pressure dressings and gluteal strapping facilitate early painless ambulation, minimize capillary bleeding, and help to prevent perianal skin tags by reducing swelling of the external hemorrhoidal plexuses which may have developed during surgery. Less than 3 %0 of hemorrhoidectomy patients have developed skin tags when this method was used.
Carbazochrome given intramuscularly has been found helpful in controlling venous or capillary oozing. It is not a substitute for ligatures. [3] . Starting on the seventh post-operative day, the patient is instructed to pass the protected finger into the rectum before and after each bowel movement and at bedtime, using a lubricant ointment.
The surgical wounds are painted with a cottontipped applicator, twice daily, using a 1 % aqueous solution of gentian violet. Applicators are inserted into the rectum and then gently drawn out through the surgical wounds, to prevent premature bridging [5] .
Diet. 
